People with Disabilities," the National Council on Disability showed that women with significant disabilities were 56% less likely to report receiving mammograms than their nondisabled peers, regardless of age. 24 When women with disabilities do seek cancer screening, they experience significant barriers, including physical and procedural barriers (such as examination equipment that does not adjust for women who use wheelchairs), a lack of provider knowledge about disability, inaccessible health information, and even their own selfperceptions that they will not get cancer. 25, 26 Failure to receive timely cancer screenings contributes to diagnosis at later stages and higher mortality rates compared with women without disabilities. 12, 27 To address cancer screening disparities, it is critical to understand and reduce the common barriers that women with disabilities encounter. Community-academic partnerships are a powerful way to ensure that community needs and priorities are addressed.
The purpose of this article is to describe a long-term community-academic collaboration aimed at identifying and addressing barriers to breast cancer screening among women with disabilities. We will describe three distinct phases in the collaborative process: phase 1, original qualitative research to understand women with physical disabilities' breast cancer screening experiences; phase 2, co-creation of educational knowledge products to communicate research findings to diverse stakeholders, and phase 3, the development and implementation of community-based programming to promote breast cancer screening among women with disabilities.
We describe the expanding network of collaborators during each phase.
THE DISABILITY RIGHTS MOVEMENT AND THE USE OF COMMUNITY-BASED PARTICIPATORY RESEARCH
With the mantra "Nothing About Us, Without Us," the disability rights movement has sought to counteract the marginalization of people with disabilities and the dominance of the medical model in the lives of people with disabilities. 28 There is growing recognition that disability research is most appropriately conducted in partnership with people with disabilities. This process helps to rebalance power relationships and ensure that research questions and solutions are relevant to the needs and priorities of the disability community. Thus, to address breast cancer screening disparities among women with physical disabilities, the research team has used community-based participatory research throughout this project.
METHODS
From its inception, this work has been intentionally collaborative and participatory. The community principal investigator (PI) is a nationally recognized disability community health leader who identifies as a woman with a disability (J.R. Medicaid. There were no additional exclusions.
Setting. Informed consent processes and data collection were conducted in a private room at local CILs. As a disability accommodation, personal attendant services were provided.
Data Collection. The interview guide was developed collaboratively by the academic and community partners and pilot tested with a member of the target population.
The focus groups were cofacilitated by one academic and one community partner. Focus groups lasted 60 to 90 minutes and were audio-recorded and transcribed verbatim with identifiers removed. All transcripts were reviewed for accuracy. Facilitators debriefed after each session and the academic partner wrote a field note to synthesize observations.
Analysis. We used a two-phase thematic coding process proceeding from descriptive open coding of verbatim transcripts to conceptual coding. All transcripts were dual coded using an iteratively evolving coding dictionary. The coders met to discuss additions to the coding dictionary.
Discrepancies were reconciled through multiple rounds of discussion and debate. The broader team then organized the descriptive codes into meaningful conceptual categories.
Atlas-ti 7.0 (Berlin, Germany) was used for coding and data management. A saturation grid was constructed to ensure adequacy of the sample.
RESULTS
A total of 40 women with physical disabilities participated across 6 focus groups. Group sizes ranged from five to nine women per group. The women were predominantly White and ranged in age from 24 to 63 years. Participants had both congenital and acquired disabilities, including spina bifida, cerebral palsy, stroke, traumatic brain injury, autoimmune conditions, multiple sclerosis, chronic pain, spinal cord injuries, and other neurological and musculoskeletal conditions.
Provider and patient-side barriers to breast cancer screening were identified, including a lack of provider respect for and knowledge about disability, lack of accessibility, stigma, and history of mistreatment within the medical system, and treatment fatigue. KT seeks to bridge the gap between research and practice to improve health services and systems. 30 With supplemental grant funding, we developed an innovative curriculum model that brings together graduate health science students with members of the disability community to form KT collabora- Collaboration between the academic, clinical, and community partners was key to ScreenABLE Saturday's success. By sharing power, resources, and creative brainstorming, we were able to develop an event that combats the barriers to breast cancer screening that we identified in our qualitative research.
Lack of Accessible Examination Equipment

DISCUSSION AND CONCLUSION
Overall, our phase 1 findings were consistent with and contribute to the emergent body of evidence on the existence and experiences of breast cancer screening disparities among women with disabilities nationally. At a local level, these data provided our CBPR partnership with concrete examples of four categories of modifiable and actionable barriers to screening that women with disabilities experience, including a lack of physically accessible examination equipment, a lack of disability competence amongst mammography technologists, the women's histories of stigma and mistreatment within the health care system, and treatment fatigue. What is unique from this study's research findings is the processes it informed and how this knowledge was disseminated.
By working within the KT Collaborative framework, women with disabilities actively engaged with clinical and academic partners to create knowledge products (phase 2) to raise awareness among key stakeholders, especially providers of screening mammograms and cancer center leaders.
By galvanizing support, we were able to create public health programming (phase 3) to directly target identified barriers to breast cancer screen and to implement more generalized health promotion activities that emphasize nutrition, exercise, and breast self-care. There are limitations to our study including a focus on a very specific community of people in one large urban center. Moreover, we only used an example from breast cancer screening and this approach may not work with other cancers. Nevertheless, this phased project can serve as an example of how a long-term community-campus partnership with the strategic addition of clinical partners around an area of community concern can lead to actionable, sustainable change in the community. Future community-engaged research leveraging this phased approach can be use expand the focus to include people with other types of disabilities and cancers.
